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R0000
This visit was for the Investigation of R0000
Complaint INO0118853.
Complaint
INO0118853-Substantiated. State
deficiencies related to allegations are
cited at R247.
Survey date: February 6, 2013
Facility number : 009894
Provider number : 009894
AIM number: N/A
Survey team: Michelle Hosteter RN
Census bed type :
Residential : 123
Total : 123
Census payor type:
Other: 123
Total : 123
Sample : 6
These state findings are cited in
accordance with 410 IAC 16.2.
Quality Review completed on 2/13/13,
by Tammy Alley RN.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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R0247 410 IAC 16.2-5-4(e)(7)
Health Services - Deficiency
(7) Any error in medication administration
shall be noted in the resident ' s record. The
physician shall be notified of any error in
medication administration when there are
any actual or potential detrimental effects to
the resident.
Based on record review and R0247 RO000 Initial comments: 03/04/2013
f : T : The following is the Plan of
interview, th_e faCIIIty falle'd t(_) have Correction for Berkshire of Castleton
documentation of a medication error in regards to the Statement of
and to n0t|fy the phys|c|an Of the Deficiencies for the complaint
dicati for 2 of 6 ident surveys completed on 2-6-13 This
me. Ication error .OI' ) Y resi _en S Plan of Correction is not to be
reviewed for medication errors in a construed as an admission of or
sample of 6. (Resident B and agreement with the findings and
k conclusions in the Statement of
Resident D) Deficiencies, or any related sanction
or fine. Rather, it is submitted as
T . . confirmation of our ongoing efforts
F|nd|ngs include: to comply with statutory and
regulatory requirements. In this
1. The record review for Resident B d°t‘f”me_"t’ we have ‘t’“‘_';"ef_fs_":df“
actions in response to identifie
was completed on 2/6/13 at 11 A.M. issues. We have not provided a
detailed response to each allegation
Diagnoses included. but were not or finding, nor have we identified
o . R . mitigating factors. We remain
limited to, atrial fibrillation, congestive committed to the delivery of quality
heart failure and diabetes. health care services and will
continue to make changes and
A bhvsici q dated 10/18/12 improvement to satisfy that objective.
physician's order date ,
T " .
|nd'|c';ated .. Coumadin 1 mg R 247 Health Services (deficiency)
[milligram] p.o. [by mouth] for two What corrective action(s) will be
days and then StOp on 10/20/12 and accomplished for those residents
I d " found to have been affected by the
resume normal dose.... alleged deficient practice?
The MAR (Medication Administration el Re;_‘deft“ B/: EThe Ht_ea't;_amt'
. T eliness Director / Executive Director
Record) for October did not indicate met with the third-party provider in order
any order on 10/18/12 and 10/19/12 to go over a more appropriate
. documentation process for their nurses
for Coumadin 1 mg. The normal dose to follow when receiving new physician
State Form EventID: 8XKS11 Facility ID: 009894 If continuation sheet Page 20of6
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Of Coumadin 2 mg to be given on orders, lab results., and how the;e are
to be documented and communicated
Mondays, Tuesdays, Wednesdays, with our community’s nurses. The
Thursdays, Fridays and Saturdays alleged error was documented, with
. hysici d ibl rt
was marked in the boxes on the 18th ot C;g;ﬁ’;’;j e vas o
and 19th with what looked like initials adverse effect noted to the health and
|n them’ Slgnlfylng the medlcatlon weII—being of the resident. All PT/INR
. The 18th had a b requests and communication with
qu glv.en. € a .a. _OX physician regarding results is now being
written in underneath the initials and completed by nursing staff.
an arrow with no initials in it. The i tRes'd?”t oL a”retgzdt N
eficient practice was reported to the
back of the MAR had no physician and the responsible party
documentation of any doses being following existing policy. The resident is
held. The nurses notes did not reflect currently stable.
any changes in orders or that a
medication had been held. How will the facility identify other
residents with the potential to be
affected by the same alleged
In an interview with the Health and deficient practice and what corrective
Wellness Director (HWD) on 2/6/13 at action “(;’t’r’]be 'a’,‘j"?t e st
. er residents who have a thir
11:35 A-M-’ she indicated the party provider involved in obtaining
Coumadin was not Changed on physician orders, as well as residents
s who have issues with medication
10/18/12 as the p'hySICIan had availability may have the potential to be
ordered. She indicated the nurses affected by the alleged deficient practice
did not transcribe and follow the order ) Nursing :/tlag XZS re-educated
. . on the existing “Me! ministration:
as written and indicated that would be Med Availability. the Med
a medication error. Administration: Medication Error
Reporting, as well as the INR Tracking
. . . Form Policies and Procedures. This
The information prowded by the re-education was provided by the Health
Health and Wellness Director (HWD) and Wellness Director (LPN)/designee.
on 2/6/13 at 1:30 P.M., indicated LPN A Medication Administration
audit was completed for all residents
#2 and LPN #3 had both not followed who receive medication administration
phyS|C|an'S orders regard|ng the services, for the previous 30 days, in
. order to determine other residents who
Coumadin order on 10/18/13. She may have been affected by missed
indicated she was unaware this error medications due to meds not available.
had occurred. AlPT/INR track.ing form is
currently in use for residents who
receive Coumadin administration
2. The record review for Resident D services from our nursing staff, in order
State Form EventID: 8XKS11 Facility ID: 009894 If continuation sheet Page 30f6
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was completed on 2/6/13 at 1 P.M. to comply with lab dates and new orders
from physicians. The Health and
Wellness Director/Nurse Designees
Diagnoses included, but were not have audited these records to
limited to, bipolar, hypothyroidism, determine compliance for other
. . . residents who may have the potential to
and insulin dependent diabetes be affected.
mellitus.
The MAR indicated during October What measures will be put in place or
the resident was to receive what systemic changes will the
i facility make to ensure the alleged
Lorazepam 0.5 mg by mouth dally at deficient practice does not recur?
bedtime. The dates all had initials in Per the community’s existing
the boxes except the 16th. and “Medication Administration policies and
’ procedures”, the community will
10/5/12 and 10/6/12 the initials were continue to be responsible for obtaining
circled. The back of the MAR had no newly ordered medication or refills for
. . medications and treatment orders,
documentation of any doses bemg unless otherwise agreed upon with the
held or missed. resident, family, or legally responsible
party in accordance with the Pharmacy
Services Agreement Addendum to our
The nurses notes did not indicate any existing Residency Agreement.
information regarding Lorazepam 0.5 In the event the resident or
. . legally responsible party have signed
mg not bemg given on 10/5/12 or the Pharmacy Services Agreement
10/6/12. stating that they will have the
responsibility for obtaining newly
ordered medication or re-ordering
The nurse's notes for 10/7/12 at medications, but the medications are
12:30 A.M., indicated, " the resident not delivered within two days prior to the
L. . . depletion of the medication stock, the
was Complammg of fee“ng jlttel’y, community will order or re-order the
had some sporatic [sic] twitches in medications with the community’s
i “preferred provider” to insure no
arms, gave Tramadol; checked back disruption takes place.
later [sign for and] she said she was The family will be responsible to
fee"ng better." pay for the medications and any
associated service charges. The fees
associated with re-ordering medications
The 4:00 A.M., entry indicated from the preferred pharmacy are
. . . . determined by the preferred pharmacy
Resident D complained of feeling like and are in addition to the community’s
she might have a seizure and asked service fee.
to have her daughter called. When a medication is
unavailable for any reason, the nurse is
State Form EventID: 8XKS11 Facility ID: 009894 If continuation sheet Page 4 of 6
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The 9:50 A.M., entry indicated to notify the resident and(gr responsible
" .. ip party as well as the physician. The
...Physician was notified about MAR is to be initialed with a circle to
receiving a script or phone order for indicate the medication was not given,
[ d, on the back of the MAR, th
Lorazepam 0.5 mg. The phySIClan ia;nto izr(;icaie tahce rc:eas:n for the riir;:resde
said she would call in order today so medication. The incident is to be
could have it by Monday's order. The documented in the clinical 'record, as
well as all attempts to obtain the
pharmacy was contacted to let them medication in a timely manner.
know status of medication..." MiSSZd/Cifg'ed mzf*icf_‘“ons are todkﬁ
consiaered a meaication error an e
appropriate documentation will be
The 1:40 P.M., entry indicated the required.
nurse called the pharmacy to check Regarding PT/INR and
i i K subsequent Coumadin orders: Third
the status of the medication and it party providers have been advised to
was on schedule to be delivered on write orders in the clinical recford for any
. new dosage changes and or follow-up
the next de“very date. The labs that are part of the resident’s
documentation at this time did not service plan in order to properly
indicate the physician was notified the communicate changes in orders to the
. . . . nurses who are providing resident care.
resident did not receive medication on
10/5/12 and 10/6/12.
How will the corrective actions be
monitored to ensure the deficient
The information provided by the HWD practice will not recur, i.e., what
regarding medication errors on 2/6/13 ::ta'i:ypj’:::;"’"ce programs will be
at 10:10 A.M., indicated that LPN #1
had a medication error on 10/25/12. The Medication Nurse will
. [PRPRENT . complete a MAR audit at the end of
She also pr(_)VIded d|SC|pI|nary action each shift. This includes auditing for
documentation on LPN #1 dated compliance with the PT / INR Tracking
10/25/12, that described the incident form. Al discrepancies are to be
" . . . reported to the Health and Wellness
as "...failure to obtain a prescribed Director/Nurse Supervisor on duty.
medication that was unavailable for a Based on the results of the
. " investigation, the community may take
resident on 10/6/12....
such action as it deems appropriate with
respect to the employment or contract
During an interview with the HWD on Stag{s ?f the nurses Wf:J Cdommtit
T medication errors or who do no
2/6/13 at 2 P'M" she indicated the properly document new orders or order
medication error information on LPN changes in the clinical record, up to and
including termination of employment or
#1, was related to Lorazepam. the third-party contract,
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By what date will these systemic
changes be implemented?
3-4-13
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